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August 2012584 AbstractsResults: Follow-up evaluation at 1 year found the patient had full
resolution of her atrial fibrillation and decreased pulmonary artery pres-
sures.
Conclusions: To the best of our knowledge, this is the first descrip-
tion of a well-developed, congenital, high-flow, transdiaphragmatic,
meandering arteriovenous conduit connecting between the paravisceral
abdominal aorta and thoracic inferior vena cava–right atrium. The etiol-
ogy of this anomalous vessel may be due to the failure of regression of a
renal artery connecting the aorta to the embryologic mesonephros, which
otherwise degenerated normally.
Segmental Thermal Ablation of the Small Saphenous Vein Using an
Endovenous Heat-Induced Thrombus Classification System and
Treatment Algorithm
Juan Carlos Jimenez, MD, Peter F. Lawrence, MD, Michael Harlander-Locke, BS,
Brian G. DeRubertis, MD, David A. Rigberg, MD, Hugh A. Gelabert, MD,
and Steven A. Farley, MD. Vascular Surgery, University of California, Los
Angeles, Los Angeles, and University of San Diego, San Diego, Calif
Objective: We evaluated our experience with segmental radiofre-
quency ablation (RFA) of the small saphenous vein (SSV), a less common
procedure than great saphenous ablation, and developed a endovenous
heat-induced thrombus (EHIT) classification system and algorithm,
based on modifications of our prior algorithm of EHIT after great
saphenous ablation.
Methods: Endovenous ablation was performed on symptomatic
patients with incompetent SSVs after a minimum of 3 months of com-
pression therapy. Demographic data, risk factors, CEAP classification,
procedure details, and follow-up data were recorded. A four-tier classifi-
cation system and treatment algorithm was developed, based on EHIT
proximity to the popliteal vein.
Results: Between October 2008 and March 2012, 62 consecutive
patients (23 men and 39 women; CEAP C3, 38 limbs; C4, two limbs; C5,
three limbs, and C6, 26 limbs) underwent 69 RFA of the SSV. All patients
underwent duplex ultrasound imaging between 24 and 72 hours after
the procedure. Ablation was successful in 100% (69 of 69) of procedures.
Fifty patients (81%) had level A closures, and 10 patients (16%) had level B
closures and were observed. Two patients (3%) had EHIT extending into the
popliteal vein (level C) and were treated with outpatient low-molecular-
weight heparin anticoagulation. Thrombus retracted to the level of the
saphenopopliteal junction in both patients at a mean of 12 days. No patient
developed a deep vein thrombosis (DVT; level D). Mean follow-up time was
7 months; no patient had SSV recanalization or DVT.
Conclusions: RFA of the SSV in symptomatic venous patients has a
high success rate with a low risk of DVT. A classification system based on the
Fig.level of EHIT in relationship to the saphenopopliteal junction is useful in
managing patients. The approach to patients with thrombus flush with the
f
fopliteal vein or bulging has not been previously defined; our outcomes
ere excellent, using our treatment algorithm.
ustom Fenestrated Stent Graft Experience of Juxtarenal Abdominal
ortic Aneurysms at Two Canadian Teaching Hospitals
aniel Kopac, MD, FRCSC, and Joel Gagnon, MD, FRCSC. Department
f Surgery, University of British Columbia, Vancouver, British Columbia,
anada
Objective: This study reviewed the outcomes of fenestrated endovascular
bdominal aortic aneurysm repairs using the Cook custom fenestrated endograft
Methods: All patients between January 2005 and December 2011 and
ith short-necked or juxtarenal abdominal aortic aneurysm treated with a
enestrated endovascular aneurysm repair at two tertiary center teaching
ospitals were retrospectively reviewed.
Results: The study included 25 patients (23 men) with a mean age of 75
standard deviation, 5.82) years. The 30-day mortality was 0%. Repaired were
9 fenestrations (44 renal arteries, 19 superior mesenteric arteries, six celiac
rteries). Eight intraoperative complications occurred, with two type I en-
oleaks (one proximal and one distal), two type III endoleaks, and an un-
lanned occlusion of the right internal iliac artery. Two target vessels in separate
atients (left renal artery, right renal artery) could not be cannulated, resulting in
he occlusion of the left renal artery and a separate operation with brachial artery
ccess to successfully cannulate and stent the right renal artery. One renal artery
as perforated with a wire intraoperatively and required coli embolization. The
isceral vessel perfusion rate was 63 of 69 (91%). The median follow-up time was
8.5 months (range, 3-75 months). There were 12 perioperative complications:
ve non-ST elevation myocardial infarctions, three episodes of worsening con-
estive heart failure, two acute kidney injuries that responded to conservative
herapy with intravenous fluid therapy, one left limb occlusion at 20 days
ostoperatively treated with a femoral-femoral crossover graft, and one bilateral
roin wound infection treated with antibiotics. During the follow-up period,
hree patients of causes unrelated to their aneurysm. Four patients were lost to
ollow-up. Late complications in five patients included a recurrent type I
ndoleak requiring multiple interventions and eventual conversion to open
epair with graft explantation.
Conclusions: Use of fenestrated endovascular aneurysm repair for
hort-neck and juxtarenal abdominal aortic aneurysms appears safe, with low
orbidity and mortality in moderate-volume centers.
ndovascular Treatment of Bilateral Carotid Artery Dissections Pro-
ressing to Pseudoaneurysms After Blunt Carotid Injury: A Case
eport and Review of the Literature
anielle E. Cafasso, Scott Golarz, and Stacey Wolfe. Tripler Army Medical
enter, Honolulu, Hawaii
Objective: Recognition of carotid dissection after blunt carotid artery
njury is increasing due to more aggressive screening protocols. Treatment of
arotid dissections depends on the grade of the injury; however, controversy
xists over appropriate treatment of concomitant pseudoaneurysms.
Methods: We report a patient with bilateral carotid artery pseudoaneu-
ysms that developed 6 months after bilateral carotid artery dissection after a
ilitary helicopter crash. Both pseudoaneurysms were located in the high
ervical region, at C1. The left pseudoaneurysm was broad-based and associated
ith 50% carotid stenosis, whereas the right was saccular. Anatomic location of
he pseudoaneurysms made an open surgical approach extremely challenging,
nd expectant management in this young soldier was felt to carry significant risk.
Results: After carefully weighing the risks and benefits to treatment, the
atient was treated with a staged endovascular intervention. On the left, a covered
iabahn stent was used to exclude the aneurysm and open the stenosis. On the
ight, coils were used to embolize the aneurysm. Immediate and follow-up imaging
howed no evidence of residual or recurrent aneurysm or stenosis. The 6-month
Fig.ollow-up angiography indicated normal flow through the stent on the left and no
urther degeneration of the embolized area on the right.
